Adrenal glands are usually not included objects of ordinary multi-
CASE REPORT
A 23 year old female have had a routin multiphasic health testing in our center in late 2002. This was the first chance of health check-up for her, and she was unexpectedly pointed out the existence of a giant mass lesion in the position of the right adrenal gland by abdominal US, though the origin was not clearly defined at that time. Afterwards, the mass was suggested as an adrenal origin by CT and MRI. Clinically she had no complaint at all, and physical examination also could not point out any abnormality. She weighed 58.1 kg, and her height was 159.7 cm (BMI= 22.8). Her arterial blood pressure was normal (100/62 mm Hg), and also her ECG was within normal limit. Glycosuria, alubuminuria and microscopic hematuria were not seen. Serum electrolyte imbalance was not existed and renal function was not disturbed.
Fasting plasma glucose and HbA 1 c were within normal range, and any other routin laboratory data showed no abnormal values.
Serum cortisol, aldosteron and plasma catecholamines were also within normal levels ( 
f : female, to : male, r : right, I : left, BMI : body mass index, BP : blood pressure Table  2 Serum adrenal hormone levels in case 1.
S : standard range, *: plasma levels homogenous serous content, by US (Fig. 1) . From all her laboratory data and physical examinations, the cystic tumor mass seemed to be non-functioning.
She had undergone precise examinations in general hospital, and CT revealed large size of hypoattenuating right adrenal mass which was not enhanced by contrast material (Fig. 2) . The cyst wall was thin and calcification was not found both inside the cyst and the wall. MRI with different directions almost confirmed the mass as an adrenal origin (Fig. 3) . The mass showed low intensity in T1 weighted, and high intensity in T2 weighted method (Fig. 4(a), 4(b) ), and the results were compatible with an uncomplicated cyst. Normal structure of the right adrenal gland could not be detected by either CT or MRI. Although for the definite diagnosis, some invasive examination, such as angiographic study or US-or CT-guided aspiration puncture, might be necessary, but at this point, as the possibility of its malignancy was very low, it was decided to observe carefully by US, CT and/or MRI every three months without carrying out such an invasive examination. (Reviewed by Tanuma et al., [6] partially modified.) Table 5 Histological classification of adrenal cysts and the frequency.
DISCUSSION
Foster, [9] Tanuma et al.* [6] In general, these diagnostic tools can differentiate cystic lesion from solid mass and define its origin. But it sometimes becomes difficult when the mass lesion is large and its content does not show the typical feature of uncomplicated cyst. In such a case, because of the atypical imaging features i.e., thickening or irregularity of the cyst wall, or stippled central or thick peripheral calcification, the possibility that the cystic mass might be the result of adrenal hemorrhage (pseudocyst), or a part of cystic degeneration of an adrenal tumor, [10] , [11] cannot be excluded. MRI with multiplaner sections would be very helpful for the diagnosis of these complicated cysts, but still there exist some difficult cases which require some invasive examinations. [7] In our case, the cyst itself seems to be an uncomplicated, but the possibility, that its origin is not the right adrenal gland but the right kidney or other retroperitoneal organs, cannot be excluded completely without any invasive studies. Foster classified adrenal cysts into four categories and Tanuma et al. recently reported the frequency of each category in Japan (Table 5) . [6] Pseudocysts are most common (62.9%), and parasitic cysts, which are mainly caused by the echinococcal infection, are not reported yet in Japan. As our case underwent no invasive examinations, the histological diagnosis remained unknown. Rozenblit indicates that adrenal cyst, smaller than 50-60 mm with homogenous near-water attenuation and thin wall (3 mm or less) is posed the treatment strategy of these adrenal cystic diseases, [12] and it seems very practical and useful for the patient like our case (Table 6 ). Except its large size (70 mm), our case coincided with their criteria for benign cyst, so the decision was made to observe carefully every 3 months.
